Acral pseudolymphomatous angiokeratoma of children (APACHE) and unilesional mycosis fungoides (MF) are two rare dermatoses in the pediatric population which may have overlapping clinical and histopathologic features, making differentiation between these two diagnoses difficult. We present two similar cases of a solitary plaque on the thigh of a child, one representing APACHE and the other representing unilesional MF with granulomatous features, and we provide a brief overview of the clinical and histopathologic features of APACHE and unilesional MF. Cytomorphologically, the lymphocytes were small with some degree of nuclear irregularity and without significant differential atypia between the epidermal and dermal compartments. Phenotypically, the infiltrate was T-cell rich. The CD4 to CD8 ratio was 1:2 in both the epidermis and the dermis. The germinal centers were highlighted by CD21. Kappa and lambda studies did not disclose any evidence of light chain restriction. 
Cytomorphologically, the lymphocytes were small with some degree of nuclear irregularity and without significant differential atypia between the epidermal and dermal compartments. Phenotypically, the infiltrate was T-cell rich. The CD4 to CD8 ratio was 1:2 in both the epidermis and the dermis. The germinal centers were highlighted by CD21. Kappa and lambda studies did not disclose any evidence of light chain restriction. LyP, the preservation of CD5 and CD7 was perplexing and led to an excisional biopsy of the area for definitive diagnosis and treatment.
Upon examination of the excision specimen, the findings were collectively held to be diagnostic of APACHE.
Acral pseudolymphomatous angiokeratoma of children, a rare pseudolymphoma, was originally thought to be vascular in nature due to the clinical similarity between angiokeratomas and the papules comprising APACHE. 1 The classic presentation is one of multiple red-to-violaceous keratotic papules presenting unilaterally on the acral skin of a child, though nonacral locations have been reported. The papules may be discrete or may coalesce into a solitary plaque, which in some cases is linear. [2] [3] [4] The dermoscopic features of APACHE have been described as a peripheral rainbow pattern with isolated linear vessels centrally and a whitish scaly surface.
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F I G U R E 3 Case 1, APACHE: A subsequent excision shows a papillated epidermis with multifocal, superficial dermal collections of lymphocytes ( Figure 3A and B, H&E, 20×). Dermal aggregate of lymphocytes included a mixed population of small lymphocytes, plasma cells, and areas of germinal center formation (Arrows, Figure 3C , H&E, 400×). The nodular aggregates of lymphoid cells were formed mostly by B cells ( Figure 3D , CD20 DAB, 100×) Vertically oriented blood vessels course through the infiltrate. In addition, there is a significant B-cell component in the context of plasma cells and germinal centers highlighted by the CD21 stain. 2, 4 As with most pseudolymphomas, the infiltrate is top heavy. 2 The fully evolved lesion can produce a morphology that mimics MF superficially due to the striking degree of epidermotropism accompanied by some component of lymphoid atypia, well exemplified by our patient's initial superficial biopsy as well as by the epidermotropic foci identified in our patient's excisional biopsy.
2,6
The natural history of APACHE seems to be one of persistence when left untreated, though spontaneous flattening in the absence of therapy has been reported. 1 Temporary improvement and flattening have also been reported in some cases treated with topical or intralesional corticosteroids or with ablative lasers. 3, 7, 8 Definitive treatment, though not mandatory given the benign nature of APACHE, has been reported with curettage or excision.
1,2
Mycosis fungoides, the most common form of cutaneous T-cell lymphoma, may rarely present unilesionally, which has been defined as an isolated area of contiguous involvement of MF covering less than 5% of the body surface area. 9,10 Though unilesional MF is considered rare in the pediatric population, in a retrospective analysis of MF cases seen at one referral center, 20% of pediatric MF cases presented as unilesional MF. 10 Like APACHE, unilesional MF may present as an erythematous plaque with scaling; however, unilesional MF may have a more variable presentation with induration, dyschromia, purpura, or poikiloderma. In contrast to the acral sites favored by APACHE, unilesional MF presents most commonly on the breasts, axillae, or buttocks, though any skin site may be effected.
9,11
The key features in our second case favoring a diagnosis of MF his- The literature precedent on granulomatous mycosis fungoides in childhood is limited to four cases ranging from 3 to 15 years of age at the time of disease onset, each with multifocal cutaneous disease. 13 While our case represents the first reported case of
F I G U R E 5 Case 2, unilesional mycosis fungoides: A punch biopsy of skin has a superficial and deep lympohistiocytic infiltrate ( Figure 5A , H&E, 20×). Epidermotropism by lymphocytes is prominent ( Figure 5B , H&E, 400× and Figure 5C , H&E, 1000×). Granulomatous inflammation with a multinucleated giant cell is noted in the deeper dermis ( Figure 5D , H&E, 400×) e4 | Pediatric Dermatology unilesional granulomatous MF, other forms of unilesional MF have been reported, including follicular MF, which may present in the pediatric population. 14 In our recent paper on unilesional follicular mycosis fungoides, 3 of the 6 patients were less than 20 years of age, with the youngest patient being 6 years of age. 14 Patients with unilesional MF are described as having excellent outcomes with definitive treatment through superficial radiotherapy or excision.
9-11

| CONCLUSION
We present two similar cases of a solitary plaque on the leg of a child, one of which was diagnosed as APACHE and the other of which was diagnosed as unilesional MF. Though both APACHE and unilesional MF have good prognoses in the pediatric population, it is important to distinguish between these two entities given their differing etiologies and management options.
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